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LETTERS TO THE EDITOR
Right Ventricular Rupture in Pulmonary
Valve Atresia With Intact
Ventricular Septum
We read with great Interest a recent paper of Hubbard at el (I)
reporting a unique case of pulmonary valve atresia with Intact
septum complicated by fatal nght ventncular rupture on the eighth
day of life This previously undescnbed catastrophe occurred In
the region of a large smusoidal complex. and the authors attnbute
rupture to transmural mfarcnon of the nght ventricle In this region
Although the mfarction IS mentioned as a gross finding, no specific
rrucroscopic features are reported
We would be Interested In the morphology of this zone became
It might help In determmmg the age of the Infarct or at least In
deterrmmng whether this was a postnatal event In Table I. the
authors summarize necropsy findmgs In pulmonary atresia WIth
Intact septum during the years 1783 through 1981 No examples
of fresh necrosis of the nght or left ventncle were found In 1982.
we descnbed a panent With pulmonary atresia WIth Intact septum
associated With clrrucally significant ventnculocoronary connec-
tions. who dred on the second day of hfe (2) Postnatal myocardial
Infarction was Identified at autopsy and rrncroscoptcally Involved
the left ventncle, where apparently prenatal hypertensive changes
were present In Intramural coronary branches which related to nght
ventncular smusoidal-left antenor descending coronary artery con-
necnons In addition. fatal myocardial Ischemia dunng surgery
was related to reduced coronary flow secondary to altered ventn-
culocoronary hemodynamics In this case In view of the apparent
sigruficance of ventnculocoronary connections and associated In-
tramyocardial microvascular changes. we beheve that morphologic
study of the heart In our case significantly contnbuted to chru-
copathologic interpretation of the case While we share the re-
luctance of many Investigators to section rare or unique congenital
heart specimens. surely the knowledge to be gamed outweighs this
concern. and could lead to further understanding of this very In-
terestmg disease process
Also. while necrosis of the myocardium surrounding the usually
Intramural smusoids may have predisposed to mural rupture In the
case of Hubbard et al • might not another possibility be SImply
rupture of the sinusoids themselves WIth subsequent Intramural
hematoma formation. sheanng and transmural rupture of the ven-
ncular wall Although unusual. It IS recognized that mechanisms
such as altered tension or stress withm the wall of the ventncle
can themselves be the basis for mural rupture In the absence of
ischerruc Injury or mfarction (3)
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Reply
We thank O'Connor and colleagues for calling our attention to
their report of left ventncular papillary muscle necrosis In a 2 day
old postoperative Infant Withpulmonary atresia WithIntact septum
Although the papillary muscle was necrotic. apparently the adja-
cent left ventncular free wall and other subendocardial areas were
normal In our patient. histologic exarrunation of the nght ven-
tncular free wall In the area of rupture disclosed areas of coagu-
lative necrosis WIthout leukocytic Infiltration or fiber removal
These observations suggest transmural myocardial damage oc-
curred about 24 hours before death Although an electrocardiogram
obtained shortly after birth (Illustrated In our Fig I) shows ab-
normal ST segment and T waves suggestive of rscherma, there IS
no electrocardiographic evidence of transmural mfarcnon at that
age Left ventncular myocardium (mcludmg papillary muscles) In
our patient was free of necrosis and fibrosis O'Connor and col-
leagues also suggest another possible mechanism for nght ven-
tncular free wall rupture In the presence of large. hypertensive
myocardial SInUSOId complexes In pulmonary valve atresia With
Intact ventncular septum
BRUCE F WALLER. MD. FACC
JOYCE F HUBBARD. MD
DONALD GIROD. MD. FACC
Departments oj Pathologv, Medu tne and Pediatrics
Indiana Untversitv School oj Medicine
Indianapohs, Indiana 46223
How to Record an Electrocardiogram
Without Muscle Artifacts
Muscle artifacts are commonly observed while recording a rou-
tme electrocardiogram Frequently 10 to 15 minutes are required
before the patient IS relaxed and the noise potentials from electro-
myographic sources are reduced (I) For a good recording a ..clear"
baseline IS mandatory especially to analyze some atnal arrhyth-
mias I have found the tollowmg maneuver useful for recording
routine electrocardiograms without muscle artifacts
Clean the electrodes properly so that dry Jelly from previous
recordings adnenng to the electrodes. which makes the contact
between the skin and electrodes uneven. IS ehrrunated SIlver elec-
troplatmg Improves the Signal recording so silver-silver chloride
electrodes are preferred to other metal electrodes (SIlver platmg
of electrodes IS cheap and can be easily done) After properly
